The beta draft version of the forthcoming eleventh edition of the World Health Organization's medical classificatory system, International Classification of Diseases (ICD-11) is in the public domain, and the final approved version is due for release in 2018. In this beta draft of ICD-11, the section named "disorders due to substance use or addictive behaviours" under chapter 6 (Mental, behavioral, or neurodevelopmental disorders) has recommended some major amendments in terms of both form and content. There are proposed changes in the diagnostic categories, both elimination and addition of new categories. Alterations have also been made in diagnostic criteria and classes of psychoactive drugs. In this perspective paper, we discuss and analyze the proposed changes and their relationship with the American Psychiatric Association's Diagnostic and Statistical Manual 5th edition as well as the current version of ICD. In particular, we also highlight how sociocultural factors may have influenced some of these changes and provide an Asian perspective wherever relevant.
Introduction
Substance use disorders emerged as a distinctly classified diagnostic category first in Diagnostic and Statistical Manual (DSM) third edition (DSM-III) of the American Psychiatric Association and the International Classification of Diseases and Related Health Problems (ICD) ninth edition (ICD-9) of the World Health Organization (WHO). [1, 2] Interestingly, the original description and operational criteria of alcohol dependence syndrome were based on data of hundred clinic attending patients. [3] The diagnostic criteria of drug dependence were developed by confirmatory approach (rather than exploratory) and basically were extension of the criteria for alcohol dependence syndrome. ICD-9 and DSM-III were published in 1978 and 1980, respectively. To make ICD and DSM comparable and aiming to facilitate further refinements in the classification and diagnosis, in 1978, the WHO entered into a long-term collaborative project with the Alcohol, Drug Abuse, and Mental Health
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Administration in the USA. [4] ICD-10 and DSM-IV, which had come out in the early 1990s, did not make any significant conceptual departures from their predecessors in the substance use section, though the ICD-10 did introduce more structured and criteria-based approach. [4, 5] There has been an exponential increase in the volume and variety of research since these publications. Refinements in statistical analysis have aided the researchers to look into the diagnostic criteria with more rigors. Therefore, the significant and important developments in the DSM-5 which was published nearly 20 years after the publication of its previous edition did not come as a surprise. [6] ICD-11's beta draft version has been in the public domain now for quite some time and the final approved version is due for release in 2018. In this perspective paper, we discuss and analyze the proposed changes in the new avatar of ICD and its relationship with the DSM-5 and the current version of ICD, especially focusing on substance use disorders rather than substance-related (DSM) or substance-induced (ICD) disorders due
Diagnosis of Substance Dependence and Concordance with Other Systems of Diagnoses
In the DSM-5, there has been a significant departure from the hierarchical diagnosis of substance dependence or abuse, which was practiced since the era of DSM-III. Substance abuse, when diagnosed hierarchically, has low reliability and validity as opposed to substance dependence. [8] Moreover, factor analysis showed either a single factor model for both abuse and dependence or two highly correlated factors. [9, 10] Finally, the item response theory analysis revealed unidimensionality of DSM-IV criteria for abuse and dependence, and intermixture of the criteria across severity spectrum, defying the hierarchical rule of lesser severity of abuse. [11] Similar results were observed across substances, countries, age groups, and locus of study (population versus clinic). Based on this empirical evidence, diagnoses of substance dependence and abuse have been eliminated from DSM-5 and all those criteria (abuse and dependence) are now amalgamated together under a single category called "substance use disorder." The second important change made in DSM-5 is the lowering of threshold of diagnosis of substance use disorders from three to two criteria to reduce the number of "diagnostic orphans" who are at higher risk for developing future substance use disorders and more substance-related problems. [12, 13] Therefore, DSM-5 can diagnose and closely monitor (or treat) people who otherwise would have been left unattended till DSM-IV. [14, 15] The obvious flip side and corollary of this, of course, is the tendency to overdiagnose and medicalize people with relatively mild level of problems. [15, 16] ICD-11 beta draft chooses to take a different path. It retains the diagnosis of substance dependence. It posits that substance use disorder is a vastly heterogeneous condition as over 2000 combinations of diagnostic criteria could fulfill the requirement of substance use disorder. Hence, it would be less useful for clinical purpose, i.e., for risk assessment or taking treatment decisions. [16] Pharmacotherapies including substitution treatments approved so far are for substance dependence, not "use disorders." ICD-11 beta draft describes substance dependence as, "a disorder of regulation of the use of a psychoactive substance arising from repeated or continuous use of the substance. Its central feature is a strong internal drive to use the substance, manifested by impaired ability to control use, increasing priority given to use of the substance over other activities, and persistence of use despite harm and adverse consequences." Moreover, it has made an attempt to simplify the diagnostic guidelines and reduced the number of criteria from six (in ICD-10) to three. Diagnosis of ICD-11 substance dependence would require the presence of two or more of the composite diagnostic guidelines [ Table 1 ]. [7] In their diagnostic guidelines, both ICD-11 and DSM-5 have mentioned a special note regarding prescribed opioid analgesics and sedative-hypnotic-anxiolytics. DSM-5 affirms that the diagnosis of substance use disorders could not be made for these drugs if only symptoms of tolerance and withdrawal are met. [6] Likewise, in ICD-11, tolerance and withdrawal are clubbed together in one criterion as physiological features, and even if someone fulfills this criterion, the diagnosis of substance dependence which requires two out of three criteria would not be met. In the wake of the North American epidemic due to prescription opioid misuse, this clarification was warranted. [17] Studies comparing the diagnostic criteria have been conducted in Australia, both at the population and the clinic level. Moderate-to-severe level substance use disorders in DSM-5 were posited to be equivalent of substance dependence. In a population-based study of alcohol and cannabis dependence, the proposed ICD-11 criteria based diagnosis was found to be in perfect agreement with ICD-10 and DSM-IV. DSM-5 captured a different subset of population. Moreover, the lifetime prevalence of DSM-5 moderate-to-severe substance use disorders was much more than substance dependence diagnosed by other systems. [18] However, in contrast to this result, a recent study from the USA showed overdiagnosis of substance dependence by ICD-11, as opposed to all the three diagnostic systems. Moreover, the diagnostic concordance of ICD-11 and DSM-5 was only moderate. [19] This was a clinic-based study and conducted in adolescents, which might explain the difference of findings with the study done by Lago et al. [18] Another study, conducted among pharmaceutical opioid users with noncancer chronic pain, observed excellent agreement between ICD-11, ICD-10, and DSM-IV, whereas, there was only good agreement between DSM-5 moderate-to-severe substance use disorders and other nosological systems. In fact, factor analysis revealed best model fit for the definition of ICD-10 substance dependence and it was worst for DSM-5. [20] These results are in contrast with the research from the USA, in which "excellent correspondence was documented between DSM-5 and DSM-IV in the general population sample of alcohol, opioid, cocaine, and cannabis users." [21] Analysis of the National Epidemiologic Survey on Alcohol and Related Conditions-III (NESARC-III) data also echoed similar agreement between DSM-5 (moderate-to-severe use disorders) and DSM-IV. [15] Apparently, there is variation across continents, settings, and patient groups.
More concordance research must be conducted across countries, cultures, and substances, before generalizing the results from particular continents and specific group Three or more criteria must be fulfilled together within 1 month or occurred repeatedly together within 12 months period, for the diagnosis of substance dependence At least two of the following occurring within a 12 months period, for the diagnosis of substance use disorders Impaired control over substance use -in terms of the onset, level, circumstances, or termination of use Often but not necessarily accompanied by a subjective sensation of urge or craving to use the substance Difficulties in controlling substance-taking behavior in terms of its onset, termination, or levels of use (loss of control) Substance taken in larger amount and longer period than intended There is persistent desire or unsuccessful efforts to cut down or control substance use A strong desire or sense of compulsion to take the psychoactive substance Craving or strong desire or urge to use Substance use becomes an increasing priority in life such that its use takes precedence over other interests or enjoyments, daily activities, responsibilities, or health or personal care Substance use often continues despite the occurrence of problems Progressive neglect of alternative pleasures and responsibilities because of psychoactive substance use or increased amount of time necessary to obtain or take the substance or to recover from its effects Recurrent use of substance resulting in failure to fulfill major role obligations Important social, occupational, or recreational activities are given up or reduced because of substance use A great deal of time is spent in activities necessary to obtain the substance, use the substance, or recover from its effects Persisting with substance use despite clear evidence of overtly harmful consequences Continued to use substance despite having social and interpersonal problems caused or exacerbated by substance use Physiological features
As manifested by (i) tolerance, (ii) withdrawal symptoms following cessation or reduction in the use of that substance, or (iii) repeated use of the substance to prevent or alleviate withdrawal symptoms Tolerance: Increased doses of the psychoactive substances are required to achieve effects originally produced by lower doses Tolerance: similar to ICD-10 A physiological withdrawal state when substance use has ceased or been reduced, as evidenced by the characteristic withdrawal Withdrawal: Similar to ICD-10
No equivalent criteria
Substance use is continued despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or exacerbated by that substance No equivalent criteria Recurrent use in situations in which it is physically hazardous ICD=International Classification of Diseases, DSM-5=Diagnostic and Statistical Manual 5 th ed..ition of subjects. Concordance-related data are available from the USA and Australia. [14, 15, 21] Data from Asia are glaringly missing. Nevertheless, in our opinion, lack of concordance identified so far, between ICD-11 and DSM-5, is a matter of concern. One of the important purposes nosology serves is communication. Disagreement between these two widely used international systems would jeopardize effective communication among clinicians and researchers. There would be problems with regard to the use of existing pharmacotherapies and approval of new drugs for the treatment of the diagnosable conditions. ICD-11, before its official release, must pay due attention and might invite research proposals from Asian countries to explore this particular issue of diagnostic concordance.
The second point in this regard we wish to highlight is the amalgamation and prioritization of the diagnostic criteria in the proposed ICD-11. The existing literature so far has consistently demonstrated a single factor model for diagnostic criteria. [9, 22] Therefore, clubbing seems to be arbitrary and based on intuitive reasoning. A particular person may fulfill the first criterion (impaired control and craving) and may continue substance use despite the occurrence of problems due to substance use. According to ICD-11, diagnosis of substance dependence could not be made in this person, as the mandatory portion of the second criterion, i.e., "substance use becomes an increasing priority" is not made. The same patient could be diagnosed to have substance dependence as per ICD-10 or even DSM-IV. Because of the restrictive diagnosis, the numbers of diagnostic orphans are likely to increase. Many "legitimate" patients might be denied the access to the evidence-based treatment. This is a matter of serious concern, given the already poor treatment seeking tendency for people with substance use disorders. [23] Primary and secondary prevention strategies would face significant challenge. Although ICD-11 perhaps has made an attempt to overcome this problem by including harmful pattern of use and hazardous use in the main chapter, this might not be enough as we would be discussing in our next section. In any case, there is an urgent need for cross-cultural research in this area, focusing also on the sociocultural denominators of such substance use patterns in different societies and cultures.
Changing Concept of Harmful Use
ICD-11's proposed harmful pattern of use is slightly different from ICD-10's harmful use, as the former also includes, "clinically significant harm to the health (physical or mental) of other people." Harm to others can be due to prenatal exposure to drugs and alcohol or harm caused by the behavior of a person under the influence of substance. [24] The latter has been substantially demonstrated in alcohol, in the form of road traffic accidents caused by a driver, driving under the influence of alcohol, domestic violence, assault, psychological harm, and family-financial harms. However, the last one would not be considered as harmful pattern of use as per ICD-11. Surveys done across the Western countries revealed 50% (USA) to 70% (Australia) prevalence of harm resulted from another person's drinking. [25] A WHO collaborative study from India conducted in emergency department showed about 13% of the injured people were definitely the victims of alcohol use by the perpetrator. Possible alcohol use was implicated in 22.5% of the cases. Adding both the percentages, more than one-third of the emergency visits could be resulting from other person's drinking. [26] This proportion, although less than the Western data mentioned before, it must be borne in mind that this Indian study was conducted in a specialized hospital setting and exclusively focused on injury-related data. Therefore, the actual percentage of harm could be manifold more than this.
As stated in the WHO Global strategy to reduce the harmful use of alcohol, "special attention needs to be given to reducing harm to people other than the drinker." [27] The draft of ICD-11 seems to make an endeavor to fulfill this particular objective. In our opinion, this is a welcome step and would help to identify people who are at risk because of other person's substance use. Primary prevention targeting this group could gain more momentum.
From Complete Abstinence to a Continuum-Based Model
In ICD-10, diagnosis of substance dependence has been dichotomous, either currently abstinent or using. This is in stark contrast to DSM system where dependence is specified by remission (in terms of number of criteria met) not by abstinence. [5] To maintain parity with the DSM and to concur with the existing evidence, ICD-11 draft proposed remission specifier instead of abstinence. [7] Remission has been classified as early and sustained by the duration of remission of 1-12 months and >12 months, respectively. This is at par with the DSM-5. [6] However, another component of the specifier, full and partial remission have been defined as complete abstinence and significant reduction of use (not fulfilling the definitional requirement of dependence) in that order. Nevertheless, ICD-11 suggests a continuum model for recovery from substance use rather than the dichotomous model of the ICD-10.
According to the pathways project which was first conducted in the USA, followed by in Australia, in severely dependent treatment seeking heroin or cocaine users; in the USA, 86.5% endorsed total abstinence for recovery; in Australia, the figure was 75%. [28, 29] It seems the concept of recovery from substance use varies across the culture. The USA, which is majorly influenced by the 12step philosophy, finds abstinence mandatory for recovery, whereas in Australia, controlled use or harm reduction has also been endorsed. [30] Recovery was defined by most participants as a process rather than an end-point. [28] It has been widely acknowledged that "Typically, the immediate goal of reducing alcohol and drug use is necessary but rarely sufficient for the achievement of the longer-term goals of improved personal health and social function and reduced threats to public health and safety, i.e., recovery." [31] ICD-11 partially accounts for the viewpoints. On the one hand, it makes amends to incorporate a dimensional concept of remission, thus approving the viewpoint of recovery as a process but it makes abstinence as the yardstick, thus negating the cultural diversity and evidence.
Hazardous or Risky Substance Use
The WHO has long used the term hazardous to identify a level of substance use, which might result in harmful effects. Till ICD-10, hazardous substance use was not a diagnostic entity in the main chapter but could be localized in the other sections, namely Y90 and Y91 codes, as risky consumption patterns. However, in ICD-11 draft, hazardous alcohol consumption has been included in a separate chapter as a health risk factor and is defined as "a pattern of alcohol use that appreciably increases the risk of harmful physical or mental health consequences to the user or to others to an extent that warrants attention and advice from health professionals." The health risk might be in terms of amount or frequency of alcohol use, the context of use, or risky behavior associated with its use, or a combination of these. [7] This diagnosis is applicable to only those who are yet to develop any harm to physical or mental health, excluding the "harmful users" in ICD-10. This concept is very different from the term hazardous in DSM-IV and DSM-5 which define it as "use in a physically hazardous situation." Thus, the definition in ICD-11 seems to be more inclusive and might be useful from the perspective of primary prevention, selective prevention to be precise.
We foresee certain problems in the definition and concept of hazardous use. First, this concept is to be used only for alcohol so far. Questions remain about the acceptable quantity or frequency of use of other legal or quasi-legal substances, such as tobacco and cannabis, respectively. Following the legalization of medical and recreational marijuana, defining hazardous use might be relevant. Moreover, the applicability of the concept for illegal drugs is also doubtful. Second, the hazardous amount of alcohol varies across countries. For example, in the USA, it is defined by ">7 drinks/week or >3 drinks per occasion for women and >14 drinks/week or >4 drinks per occasion for men." [32] Australia, Canada, France, Italy, Romania, Singapore, Spain (all regions), Sweden, and Switzerland have identical low-risk drinking guidelines for men and women, although Italy also has a set of Nutritional Guidelines with complex moderate drinking recommendations based on total body weight that generally would yield higher limits for men than women. Japan has guidelines for men only. Hazardous amount is defined by the size of the standard drink which is highly variable. The standard drink size assumed by the U. S. drinking guidelines (0.6 oz or approximately 14 g of ethanol) is almost twice as large as the standard drink size of 8 g used by the United Kingdom. A standard drink size of 10 g is used in Australia and most of Europe other than the United Kingdom; the Canadian standard drink size is 13.45 g. Japan lies at the upper extreme, with a standard drink size of 19.75 g. [33] ICD-11 must take into account the country-wise differences for defining hazardous use by the amount of alcohol consumption.
Coverage of Psychoactive Substances
Beta draft of ICD-11 has included new categories of psychoactive substances, such as synthetic cannabinoids and synthetic cathinones. These groups of drugs are known as new psychoactive substances (NPS) which encompass a huge rubric of chemicals with pharmacological properties and clinical effects akin to a known illicit substance but still not under lists or schedules of internationally controlled or illegal substances. [34] NPSs are still elusive to the legal watchdog agencies and thus cannot be brought under proscription. During 2012, 57 such psychoactive substances were officially notified for the first time in the European Union (EU). Since then, the EU's early warning system has updated the list number of occasions and current number reported as more than 600. [35, 36] These drugs might cause significant health hazards and also have the potential to cause addiction. [35] Therefore, the inclusion of these drugs is a welcome step.
Certain other proposed changes in the ICD-11 are noteworthy. First, caffeine dependence was included as a distinct diagnostic category, which was included as "other stimulants and caffeine" in the ICD-10. This development is in line with the DSM. Second, a category of dissociative drugs has also been incorporated separately, which comprise of phencyclidine and ketamine. In addition, the hallucinogen group consisting of methylenedioxymethamphetamine (MDMA) and other related drugs has been separately mentioned. This categorization is different from ICD-10, in which there was no group for dissociative drugs, and from DSM-5 where there are separate descriptions (but no categories) for phencyclidine and other hallucinogens (MDMA is included in it).
All these proposed changes are very relevant to the Asian context. As would be seen in the World Drug Reports, data of NPS, amphetamine-type stimulants (ATS) from various Asian countries are at best patchy and incomplete. This might be because of lack of awareness among policymakers, administrators, and clinicians about these drugs. Nevertheless, use and resultant problems because of these drugs have been widely acknowledged. In a recent review, Lee et al. highlighted an increasing trend of NPS use in China, Japan, Korea, and Taiwan. Commonly, synthetic cannabinoids and cathinones were found to be misused. [37] More alarming figure was that out of total 941 reported NPS only 25 were controlled legally in these four countries. Although there is a scarcity of scientific literature from India, recently some parts of India have already observed an upsurge of synthetic cathinone use. Synthetic cathinones, like mephedrone, commonly known as Meow Meow, is much cheaper than other classical stimulants like cocaine. Media reports from India claim that Meow Meow is mostly used by marginalized adolescents or college goers who could not afford cocaine. ATS, with a substantial proportion contributed by MDMA, has become one of the most sought-after drugs in the Southeast and Southwest Asia, mainly because of its low cost as opposed to the opioids. A large proportion of youth who smoked, sniffed, and inhaled them was reported in Cambodia, China, Indonesia, Laos, Myanmar, the Philippines, and Thailand. [38] Therefore, the inclusion of all these new categories of psychoactive drugs, in the ICD-11, is likely to aid in the identification, reporting, treatment, and legal control.
ICD-11 has proposed to include a large number of "other specified psychoactive substance." Among these substances, betel nut would be of interest to Southeast Asian countries. A general community-based study from six Asian countries, the "Asian Betel-quid (BQ) consortium study" which included >2000 respondents, has found a 12-month BQ dependence rate raging from 12.5%-92.5%, even for tobacco-free BQ preparations. [39] This study had applied the ICD-10 and DSM-IV criteria for substance dependence and showed a cross-cultural variation in the "criteria," endorsed by the respondents.
The same group of researchers has developed a selfadministered rating scale for BQ chewers, the "Betelquid dependence scale," with good internal consistency. [40] Rate of BQ dependence is not always very high. A study from the Southern part of India showed only a modest figure of areca nut dependence. However, the possibility of dependence increased with higher frequency of use. [41] Addition of BQ dependence in the ICD-11 would increase the recognition and research in the coming years. In this section, Khat plant has been included as well. Although it is predominantly used in regions adjacent to the Horn of Africa, where it is used as a culturally acceptable way for socialization and recreation, Khat use has also been reported from Saudi Arabia, Japan, and Australia. [42] Khat dependence has been reported in almost one-third of its users. [43] Not only dependence producing potential, BQ and Khat have adverse health effects too. A study from Asia showed dependent BQ users have higher odds of having oral preneoplastic conditions. [44] Khat use has been found to be associated with lower health-related quality of life. [45] In experimental design, Khat had lowered the seizure threshold. [46] However, use of both BQ and Khat are culturally widely sanctioned and critiques might consider ICD-11's approach as unnecessary medicalization. Nonetheless, the emerging evidence of dependence on these substances is too strong to be ignored.
Disorders due to nonpsychoactive substances, such as antacids, vitamins, herbal remedies, and laxatives have also been included in the substance use disorder section of ICD-11. This is a departure from the ICD-10, in which "Abuse of nondependence producing substances" was considered separately. The possible reason for this alternative conceptualization by ICD-11 might indicate the importance given to the salience of the behavioral aspects of addiction, where repetitive drug taking, uncontrolled use, and preoccupation with the substance take the central stage, rather than the chemical nature of the substance itself.
This comment leads to our last, but arguably the most important if somewhat controversial, observation, that of the inclusion of so-called behavioral addictions, for the first time in ICD-11 section on "Disorders due to substance use or addictive behaviour."
Inclusion of Behavioral Addiction
Till ICD-10 and DSM-IV, the concept of behavioral addiction was untenable in official nosology because the use of psychoactive substance was essential for the diagnosis of addiction, officially labeled as substance use disorders in DSM and mental and behavioral disorders due to psychoactive substance use in ICD. Cumulative research over the years has brought about important changes in the understanding of addiction. Concept and scope of addiction is broadened to encompass persistent, repetitive rewarding behavior despite apparent harmful consequences. [47, 48] Among various potential candidates for behavioral addiction, gambling was maximally researched, followed by problematic internet use.
Pathological gambling in DSM-IV and ICD-10 was classified under impulse control disorders, along with trichotillomania, kleptomania, pyromania, and intermittent explosive disorder. Before DSM-5, the challenges were different for gambling and problematic internet use. For gambling, there was no uncertainty regarding the validity of the diagnosis, but the appropriate classification of the disorder was to be ascertained, whereas in case of problematic internet use, it is the validity of the concept which was questioned. In DSM-5, gambling disorder has been moved to substance-related and addictive disorders owing to its phenomenological, neurobiological, genetic, and treatment-related similarities with substance use disorders. [49] Charles O' Brien, Chair of the workgroup for substance-related disorders in DSM-5 noted that neuroimaging and neurochemical studies have made "a strong case that gambling activates the reward system in much the same way that a drug does." [50] The evidence for the other contender for behavioral addiction, problematic internet use, was judged to be still inadequate to merit a distinct diagnostic status. Its wide variation of prevalence in general population, minimal representation in the clinical population, lack of well-standardized instrument for diagnosis and diagnostic threshold, and very high comorbidity prompted the workgroup to include in Section 3 of DSM-5, i.e., Conditions for further study, rather than ascribing a diagnostic status. [51, 52] In Section 3, problematic internet use was added as internet gaming disorder. Therefore, till 2013, the consensus was for moving pathological gambling from impulse control disorder to addictive disorder and not to include problematic internet use as a diagnostic entity.
Thus, in the beta draft of ICD-11, the inclusion of gambling disorder under substance-related disorders did not come as a surprise. However, it is interesting to find that Jon Grant, in one of his earlier opinion papers, expressed the divergent views of DSM-5 and ICD-11, and suggested to retain pathological gambling in the habit and impulse disorder section. [53] Hence, we presume that the reclassification of gambling disorder under addictive disorders section in ICD-11 must have been done after a thorough debate as the overwhelming evidence for the reclassification is too convincing to be ignored! What is surprising for us is the inclusion in ICD-11 beta draft (current version) of gaming disorder, not only as a diagnostic entity but also within the realm of addictive disorders. It is worth citing the description in full: "Gaming disorder is manifested by a persistent or recurrent gaming behavior (i.e., digital gaming 'or video-gaming') characterized by an impaired control over gaming, increasing priority given to gaming over other activities to the extent that gaming takes precedence over other interests and daily activities and continuation of gaming despite the occurrence of negative consequences. The behavior pattern is of sufficient severity to result in significant impairment in personal, family, social, educational, occupational, or other important areas of functioning. These features and the underlying pattern of gaming are normally evident over a period of at least 12 months in order for a diagnosis to be assigned, although the required duration may be shortened if all diagnostic requirements are met and symptoms are severe." [7] The gaming disorder has been further subclassified as predominantly offline and predominantly online, just like gambling disorder.
The vocal criticism of Aarseth et al. in this regard is noteworthy to mention here. Although the group acknowledged the concerns regarding problematic gaming behavior, it sees "fundamental issues" in the attribution of the disorder status. [54] They have identified the main areas of uncertainty as: low evidence base, an unusual leaning of the operational construct toward the substance use and gambling criteria, and the lack of consensus in the symptomatology and assessment of problem gaming. The authors go on commenting, "The act of formalizing this disorder, even as a proposal, has negative medical, scientific, public-health, societal, and rights-based fallout that should also be considered." A close examination would reveal that the authors primarily come from Europe, North America, and Australia.
We can only speculate that the inclusion of gaming disorder in the ICD-11 draft has important contribution from Asia. In the Southeast Asian countries, internet gaming is viewed as a significant concern for public health. People's Republic of China was one of the first countries to recognize internet addiction as a clinically diagnosable condition. Since 2008, digital detox camps have been established in China for the treatment of internet addiction. In the popular media, two reports of death following game bingeing created quite a furor. In South Korea, nearly one in four children diagnosed with gaming disorder has to be hospitalized. [55, 56] In Japan, the Ministry of Education took the initiative to establish "fasting camps" to detain individual suffering from internet gaming addiction. [57] It was thought that higher penetration of internet, very high internet speed, and lower acceptance for excessive gaming in these cultures might have led to higher occurrence of problematic gaming or addiction. Hence, it would not be difficult to figure why most of the evidence base for internet gaming comes from this part of the World. After the introduction of the tentative internet gaming disorder in the DSM-5, a series of studies from Korea and Taiwan have developed diagnostic instruments, structured interview schedule or evaluated the diagnostic criteria for accuracy and threshold. [58] [59] [60] The diagnostic accuracy of the criteria ranged from 77% to 95% and cutoff point of five or more criteria was observed to be optimal in differentiating disordered from the "healthy" or remitted group. The structured instrument for the diagnosis of gaming disorder in adolescents was found to have good to excellent diagnostic concordance with clinician's interview and was a "very useful test" for identifying the presence of gaming disorder. These results, although encouraging, need to be replicated in different countries, across different cultures, age and gender groups before generalization. The importance of culture in problem gaming is undeniable. Karlsen conceptualized excessive gaming from the vantage point of the game and its context. [61] Culture can be considered as the lens through which the gamer and the society tend to give meanings to behaviors or their consequences. At this point, however, we would agree with Aarseth et al. and endorse their view of not including gaming disorder as a diagnostic entity.
Conclusion
In sum, ICD-11 has proposed major changes in the section of disorders due to substance use and addictive behaviors. Some of these changes such as wider coverage of psychoactive substances (including NPS and MDMA), inclusion of gambling disorder, harm to others in harmful patterns of substance use, and hazardous use are well substantiated and undisputed. The explicit distinction between physiological dependence versus addiction, in case of prescription opioids and sedative-hypnotic-anxiolytics is a much-needed step. However, there are certain proposed changes such as inclusion of gaming disorders and abstinence as a yardstick of remission are controversial. Impact of retention of substance dependence but amalgamation of diagnostic criteria is yet to be evaluated extensively. Social psychiatry has played an important role in influencing some of these decisions. Nonetheless, more sociocultural inputs and especially cross-cultural research is the need of the hour in taking this further forward.
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